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Background The experiences of service users who have been subject to restrictive physical interventions are largely unreported in the literature. Those studies that do exist report mainly negative emotions and responses. 
Method A qualitative method was used to analyse eight semi-structured interviews with service users who had either directly experienced or had witnessed restrictive physical interventions. 
Results The findings suggest that service users experience restrictive physical interventions as painful, emotionally distressing, and as indistinguishable from abuse, or from general violence in the environment. Service users attributed mixed motivations to staff and did not feel that restrictive physical interventions were justified; they also made practical suggestions for more positive alternatives. 





It is generally accepted that positive behaviour support should include “both proactive strategies for changing behaviour and reactive strategies for managing behaviour when it occurs” (Allen et al., 2005, p.5). Such reactive strategies are likely, at least with more severe challenging behaviour, to include the use of restrictive physical interventions such as restraint (Allen, 2002). While recent recommendations suggest that such interventions should be used only as “the last resort” (Deveau & McDonnell, 2009), they are, in fact, used relatively commonly with people with intellectual disabilities and challenging behaviour in a manner more “consistent with routine than last resort use” (McGill et al., 2009, p.152). There remains, however, limited research on the use of restrictive physical interventions and, in particular, very limited study of the experience of individuals with learning disabilities of the use of such interventions. 

Murphy et al. (1996) sought the views of service users about a specialist unit in which they had previously lived. 16 out of 26 interviewees commented on physical interventions: 10 said they were angry about these, 3 had sad, mixed bad feelings, and 1 person felt scared. No one chose any of the more positive options. The use of physical interventions was the only feature of the specialist unit about which service users were 100% negative. Sequeira & Halstead (2001) analysed data from records of the use of emergency interventions (physical intervention, seclusion and emergency medication) and also conducted interviews with five women with intellectual disabilities in a secure psychiatric hospital who had experienced a range of emergency interventions. Key themes to emerge were: pain; anxiety and mental distress; anger; and the perception that the nursing staff were experiencing anger, hatred and feelings of enjoyment during the interventions. Hawkins et al. (2005) investigated the impact on service users and staff of receiving and implementing physical interventions in community residential homes. Eight pairs of service users and staff were interviewed within one week of being mutually involved in incidents of physical intervention. Hawkins found that both service users and staff had primarily negative experiences, and that service users reported pain and discomfort, as well as negative emotions such as sadness, anger and fear/anxiety. Fish & Culshaw (2005) interviewed 9 service users in a medium secure unit. While they understood the reasons for physical intervention, they felt that it was not always used as a last resort. They reported it to be painful, frustrating and upsetting, sometimes bringing back memories of previous abuse. While some service users said that physical intervention helped them to calm down, others identified things that staff could do that would help more. Ramcharan et al (2009) undertook to gain the views of 23 people with learning disabilities and 11 carers with regard to restrictive practices. They found that, with regard to restrictive practices, people with disabilities often did not know their rights and did not complain out of fear of resignation. They conclude that “restrictive practices challenge human rights and give rise to concerns over social justice”.





The study took place in Scotland and involved participants living in social care settings, supported by voluntary organisations. Potential participants were defined as people with intellectual disabilities who had either personally experienced restrictive physical intervention, or who had seen this happening with other people. No time limit was set since it was recognised that some people could have strong recall even if events were several years ago. Participants needed to be able to describe (either verbally or with signs) their experiences and emotional reactions around these experiences.

Local social care organisations were approached, informed about the study and asked to suggest individuals who would potentially be interested in becoming involved (i.e. people who when asked by their care staff about their past experiences of restrictive physical interventions, were willing to talk about these). Participants were offered the opportunity to meet with the interviewer before the interview took place. None of the potential participants subsequently chose to withdraw from the study.





A semi-structured interview format was used consisting of a series of questions and optional follow-up prompts. Questions were developed to gather experiences of, feelings about, and opinions regarding, restrictive physical interventions.  The interview procedure involved: a standard introduction, including an explanation of confidentiality; prompts to be used during the interview; and procedures for after the interview, such as having a support person available.

The interviews began as a series of factual questions about participants’ experiences of physical intervention (e.g., how many staff were involved; how long did it last), including establishing if experience was personal or as an observer. This was followed by a series of questions relating to feelings (e.g., how did you feel at the time; how do you feel now). In total there were 14 set questions for people who had directly experienced restrictive physical interventions and 10 set questions for those who had observed them, with individual follow-up questions if required. 

b)	Conducting the Interviews
Half the participants chose to have support staff present, although these played a limited role (2 clarified questions on one occasion, 1 offered reassurance once). Interviews focussed on the person’s experiences and their thoughts, feelings and opinions about these experiences. Leading questions were avoided (Clare & Gudjonsson, 1993) and guidelines to avoid acquiescence from Finlay & Lyons (2002) and Sigelman et al. (1982) were adopted. 

Most of the interviews lasted less than 15 minutes, with only one lasting longer.
In four of the interviews participants appeared to need a break from the sometimes intense discussion that was taking place, and this happened via interspersing the formal interview questions with social conversation or unrelated questions. As well as allowing a break, this also lightened the mood and provided reassurance/affirmation of positives in the person’s current life. In the weeks following the interviews (no more than a month later), contact was made with individuals or their support staff to check that participants had not been distressed after the interviews. There were no reports of any participant displaying ill effects.

Ethical issues
The study protocol was reviewed and approved by the Tizard Centre Ethics Committee, which included external representatives. Consent was sought and obtained from all participants. While the study pre-dated incapacity legislation, the capacity of all participants was considered to be sufficient to provide informed consent. It was recognised at the outset that disclosure of abuse might well occur during interviews. Following the interviews action was taken where appropriate to address abuse disclosures within the context of local safeguarding procedures. This included passing information to the manager of the individual’s current service; however due to passage of time and closure of the institution in question, it is unclear whether formal investigations ever took place.

Analysis 
Interviews were audiotaped, transcribed, and analysed using a Grounded Theory approach. This approach (Strauss & Corbin, 1998) seeks to identify themes that emerge from the data, rather than using the data to test specific hypotheses. The interviewer also consciously acknowledged her personal preconceptions and previous experiences, and attempted to prevent these from affecting the analysis; every theme or category had to be justified by the content of the transcribed interviews. To encourage reflexivity, after every interview was transcribed, the interviewer added her short reflections on the interview. This ‘reflexive journal’ (Lincoln & Guba, 1985) outlined the interviewer’s own values and interests, and her personal experience in carrying out the interviews.

Analysis began with reading the transcripts several times until the interviewer was very familiar with and immersed in all of them. Some preliminary themes were identified at this stage: particular experiences or emotions being identified and categorised into a theme with other similar experiences. This was an attempt to organise the data into concepts that would fit as much of the whole data set as possible. Each theme was then allocated a colour and the transcriptions were colour-coded with highlighter pens according to the themes. As this process progressed it became apparent that some themes needed to be separated into two distinct categories, e.g. ‘pain and distress’ started as one category since these were often described together. However, it became clear that these were better considered as separate and distinct experiences, despite the association between them. Likewise some themes could be combined e.g., ‘fear’ and ‘sadness’ became ‘emotional distress’. Confirmation of these main themes was reached by the second author reading the transcribed interviews.

Results
It became clear in the interviews that although the focus of the study was restrictive physical interventions - rather than seclusion, emergency medication or abuse - in practice, individuals did not always differentiate between these. In fact while some of these procedures are sanctioned and legal methods of managing difficult behaviour, the experience of the participants appears to have been of abusive practice. Therefore, although it is recognised that what people say about, for example, seclusion cannot automatically be applied to restrictive physical interventions, there was actually a great deal of overlap in the experiences related. Physical intervention often preceded seclusion or emergency medication, and physical intervention was also, for some individuals, indistinguishable from abuse.

Participants were only asked about their experience of restrictive physical intervention; they were not specifically asked about the use of these in hospital settings. However, it appeared that none of them had any experiences to relate regarding use of these since leaving hospital.





In the course of discussion about restrictive physical interventions, many abusive practices were described - although individuals did not use the term ‘abuse’. Six of the eight participants referred to such practices. Individuals spoke about staff using a range of punishments including: seclusion; withdrawal of food and drink; physical punishments such as hitting or pulling hair; mechanical restraints; and other abusive practices such as cold or ‘dirty’ baths and the forced wearing of nightwear all day. Five participants spoke about the staff use of punishment, and clearly regarded physical intervention as a punishment, often linked with the use of emergency medication:

“GK: Aye they were fighting but they got punished.
INTERVIEWER: How were they punished?
GK: They got pinned to the floor and given a jag (injection).”

Others reported that punishments could happen for very little reason:

“INTERVIEWER: Why did these things happen?
AP: If you were carrying on or making jokes, they couldn’t take it.
INTERVIEWER: So what did the staff do?
AP: They just hold you down and hit you. Sometimes they put you in a dirty bath.”

Five participants also mentioned staff hitting patients - at times linked to the use of restrictive physical interventions, other times apparently not:

“DF: Sometimes they would hit you.
INTERVIEWER: The staff hit you?
DF: Yes they did.
INTERVIEWER: Where did they hit you?
DF: Here (gestures to head).”

One woman also referred to what appeared to be forced internal vaginal examination as a method of forcing her to take emergency medication:

“AP: Sometimes they put gloves on and used to go up you. Know what I mean? (Indicates vaginal area with sharp upward motion of both hands). They used to put gloves on and do that to you.”

It is clear from these statements that some of these practices are not the result of restrictive physical interventions that have gone too far, or that have been used inappropriately; the events described are physical abuse, and in some cases constitute assault. The concerning fact is that when asked to talk about restrictive physical interventions, so many service users related these abuses. Clearly, in terms of the individual’s experience, there does not always appear to be a clear dividing line between restrictive physical interventions and clearly abusive practices. This may point to the fact that, even when restrictive physical interventions are legally sanctioned, they may still be experienced as abuse.

Pain
All but one of the participants who had personally experienced restrictive physical interventions spoke about the pain involved (the one person that did not mention pain became too upset for the interview to continue). For example:

“AP: Oh aye, it’s painful. You squeal and squeal but they just hold you down.”

“BR: It was extremely painful.” 

“AP: It was awfy sore.”

One person described different ways that he could be held which were more or less painful:

 “TS: They could put my hand like that or my leg like that (demonstrates), and that really hurt me. Or they could put my leg like this or my arms like that.” 

The pain involved in restrictive physical interventions being used so that the person could receive emergency medication was also described:

“AP: Sometimes they hold you down and give you jags (injections) and put you to bed. And you wake up and you’re all sore.” 

Added to the descriptions of actual physical pain there was also a fear of being hurt, based on experience of restraint being painful in the past. One individual referred to this when he was asked how he felt about restrictive physical interventions being used on him: 

“TS: I think it’s not fair, because they could’ve hurt me badly if they did it too often.
INTERVIEWER: Did that worry you that you might be hurt?
TS: It did, aye”.

Emotional Distress
Six participants (including all those who had personally experienced restrictive physical interventions) described feelings of emotional distress. These included fear, sadness, anxiety, reluctance to talk about the experience, and feelings of desperation about their individual situation. Distress was evident in relation both to personal experience and witnessing of others’ experiences:

“INTERVIEWER: How did you feel watching that?
TS: It was scary.
INTERVIEWER: What did you do when that happened?
TS: I just kind of left the room.”

“JC:I felt a bit upset like. And I felt really bad cos my head was like that (demonstrates head held down) and the tears were streaming…I could feel like crying, ken (you know)? Cos my tears came right down my eyes.”

Four participants were reluctant to talk about their memories in detail and often tried to change the subject:

“INTERVIEWER: Did you ever see staff having to hold anybody?
CH: Aye, I saw that.
INTERVIEWER: What did you see?
CH: (Pause – appears reluctant to speak) I mopped the floors and worked in the kitchens.
INTERVIEWER: Who did you see being held?
CH: I didn’t get into it. (Pause). I’m going to Blackpool next week on holiday.”

The effect on how the individual viewed or felt about themselves following an incident was also discussed:

“INTERVIEWER: How did you feel after it happened?
TS: Felt really crap, rubbish, crap.”

“AP: I wished I was dead. I tried anything to get out. I used to lie in bed at night and try and do that to myself (demonstrates strangling self). I was trying to kill myself…. I wanted out of it.”

One woman told the story of what appeared to be an attempted strangulation of another patient in an attempt to get out of the hospital, because her distress at her treatment was so extreme:

“AP: I felt lost and I felt terrible. I wished I could get out of here. That’s why I did that with the tights.
INTERVIEWER: What happened with the tights?
AP: I put them around somebody’s neck – Betty (not her real name). I was trying to do something to get out. I thought that was the only way I could get out.
INTERVIEWER: Who was Betty?
AP: She was my friend.
INTERVIEWER: Did she live in the hospital too?
AP: Aye. I said to staff ‘you better go and get Betty, see if she’s alright.’ So they got her in time.”

Violent Environments
When asked to talk about their experience of seeing or personally experiencing restrictive physical interventions, participants also often talked of other violent events that took place:

“EB: When I came out of the toilet and seen it, I just walked away. He just said to me to ‘keep out of it’…the wee boy was trying to get up, but they pulled him down again.”

“LJ: A whole load of staff came running in from the other room… They were taken out of the room like this (mimes person being held under arms). Huckled out.”

The picture emerging is one of environments where violence was a part of everyday life, and experienced from many quarters. Every person that was interviewed referred to such violence. Three participants spoke of experiencing violence from other service users – one of being punched and hit, having items thrown at him and someone attempting to throw him down the stairs. His demeanour and body language while describing these events was quite obviously distressed. Another individual talked about fights between fellow patients in the hospital. Three people spoke about their own violence while in hospital: 

“TS: I used to hit staff a long time ago when I was in Hospital. It was a long time ago. I was kind of bad tempered. But that was a long time ago.”
 
“JC: While I have been in hospital I have been very bad-tempered. I have been cruel and I have been severe. I can be cruel if I’m in a bad mood. I was a commercial bully. I always felt like I had enemies.”

Violence towards staff was also mentioned by one person, “LJ: I saw people go for staff and the staff all had to come and stop it and restrain them”.

Assumed Staff Motivations
Participants attributed a variety of emotions and motivations to the staff who carried out restrictive physical interventions. One participant described apparent staff enjoyment:

“INTERVIEWER: Were they ever talking to each other when they did it?
AP: Just laughing and joking about it.
INTERVIEWER: They were laughing?
AP: Yes, laughing and joking and punching me at the same time.”

Another, however, gave a more positive description of staff behaviour:

“INTERVIEWER: And did they say anything while they were holding you?
TS: Just what was wrong and that, ken (you know?). And I’d say I want to be out of hospital, ken (you know?), cos I need a house for myself. That’s all I can remember what they said.”

Two individuals talked about how the staff might have been feeling:

“JC: They felt very scared. They were a bit worried and stuff.”

“TS: Some of them would be quite annoyed or angry and stuff, ken (you know?).”

Two individuals acknowledged the possibly positive motives of staff e.g.:

“INTERVIEWER: What did you think of what the staff were doing?
GK: I didn’t think it was very good. They thought they were helping though.”


Appropriateness of restrictive physical interventions
In the interview participants were asked if they felt that the use of restrictive physical interventions had been justified or ‘fair’. Although one person did appear to understand why physical interventions were used with him – “TS: they used to hold me to make sure I didn’t hit or kick”, it is clear that most participants felt the use of restrictive physical interventions had not been justified, either in reference to themselves or other people. 

“TS: I think it was a shame for them (the patients). It was a bad thing to do, they shouldn’t have done it.”

“BR:  I thought they were terrible doing that to us. It was pretty bad.”

Two participants were also able to suggest alternatives to the use of restrictive physical interventions:

“TS: They could speak to me; they take me to my room and speak to me. That’s what they could have done. It would have helped me and could have helped them as well.”





In line with the research discussed above the current study found that individuals who had experienced restrictive physical interventions reported them to have been painful and emotionally distressing. Perceptions of staff were also similar with reports of both negative (e.g. laughing) and positive (e.g. trying to help) staff behaviour or motivation. The findings of this study would indicate that the behaviour (and perceived motivation) of staff in carrying out restrictive physical interventions is central to how they are experienced, and this would be perhaps one element of how to improve their use. However it is worth noting that not one of those interviewed felt that restrictive physical interventions were helpful or justified and suggestions were made for alternatives to their use.  

The reflexive journal was helpful as a ‘check’ after the analysis was carried out; the emotions expressed there by the first author were often very similar to the main themes which eventually emerged. For example, initial reactions noted at the end of the interview such as “physical intervention in her view is just another thing that staff can do to her, as a punishment or to have control over her” – echoed the theme of punishment which came through later through more formal analysis.

The findings from the current study also extend previous research in a number of ways. First, they suggest that, in the experience of service users, restrictive physical interventions may sometimes be indistinguishable from the many other violent and abusive incidents that go on around them. It should be emphasised that all questions posed were specifically about physical interventions yet responses were often about incidents involving (usually as well as physical intervention) seclusion, emergency medication or frank abuse. This carries the implication that restrictive physical intervention, like abuse, might have a traumatic impact on the individual over a long period of time. Second, the current study suggests that restrictive physical interventions have similar (albeit less extensive) effects on those service users who witness them as on those who directly experience them. This is important in that it broadens the potential short-term and long-term impact of restrictive physical interventions. In thinking about the safe use of such approaches it will be important to consider the impact on the onlooker as well as the recipient. Third, while the sometimes lengthy period of time over which interviewees were reporting could be regarded as a limitation, it also suggests, consistent with the notion of trauma, that the impact of restrictive physical interventions is durable. A number of participants clearly still found discussing their previous experiences somewhat distressing.


 The experiences of people with learning disabilities reported in this study demonstrate breaches of  human rights, and this is an important aspect to the findings. The human rights of people with learning disabilities are outlined in the UN Convention on the Rights of Persons with Disabilities (2006). Articles 15 (freedom from cruel, inhuman or degrading treatment) and 16 (freedom from exploitation, violence and abuse) are particularly relevant to the findings reported.

There are a number of limitations to these findings which should be acknowledged. First, the sample of participants is small, and, therefore, it is difficult to generalise the findings though their similarity with other studies of small groups of individuals should be noted. Second, the inclusion within the sample of individuals who had only witnessed restrictive physical interventions might be regarded as diluting the findings but, as noted above, this also opens up consideration of the broader impact of such interventions. Third, all the experiences of restrictive physical intervention described in these interviews took place when the individual was living in hospital. Indeed, most of the samples in previous research (the exception is Hawkins et al., 2005) have been in similar settings and more work on the experience of restrictive physical interventions in community settings is clearly required. Fourth, the events described were also all retrospective and therefore obviously rely on memory recall though it should be noted that the aim of the study was to find out about the subjective experiences of people with intellectual disabilities rather than to construct an objective history of their lives in a hospital setting.

The findings of this study add to a groundswell of professional and academic opinion perhaps best expressed in the title of Sturmey’s (2009) paper – “it is time to reduce and safely eliminate restrictive behavioural practices”. Such practices appear to have too many adverse effects on their recipients to be justifiable. While guidelines and policies for their use (e.g. Harris et al., 2008) are undoubtedly helpful in the short term, they run the risk of focusing on the better management of restrictive physical interventions rather than their reduction and elimination (Deveau & McDonnell, 2009). There is now a growing literature both demonstrating successful attempts to reduce the use of restrictive physical interventions and identifying the kinds of approaches that are required to achieve success (e.g., Deveau & McDonnell, 2009; Luiselli, 2009; Sanders, 2009; Sturmey & Palen McGlynn, 2002). Central to that success will be the widespread development and implementation of the proactive approaches associated with positive behaviour support. 
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